Introduction
When the patient is subjected to an ostomy and goes through a surgical procedure, the physician performs the externalization of a hollow organ such as the bowel or bladder, through a hole in the abdomen, called stoma. [1] [2] [3] This procedure is carried out in order to maintain the elimination function, provoking various changes, among which we can highlight the removal of gases, odors and feces through the stoma that is located on the abdomen. Thus, there is a change in body image, sexuality and in the way of dressing, affecting interpersonal relationships and impacting negatively on the physical, psychological, social and sexual health of the individual who must live with this life condition. [2] [3] [4] [5] These changes that occur in the daily life of ostomized people, and even the psychosocial, emotional and biological changes, may lead these individuals to a loss of control of elimination and to the need to use of collector equipment for feces and/or urine, which causes a change in the individual's body image. Thus, a constant fear arises, of not being able to resume the activities of daily living prior to the stoma, with consequent social isolation, a negative financial commitment, and psychological distress. Given this situation, the patient often loses his/her faith and hope to get a better health, becoming doubtful as to whether he/she will be able to perform self-care, especially in terms of stoma cleaning and bag exchanging. 1, [6] [7] [8] [9] [10] [11] Often the patient ends up having a change in his/her religiousness, losing faith and any hope of cure or improvement, for fear of not being able to do self-care, including cleaning the peristomal skin and exchanging and cleaning the bag. This fact has, as a consequence, changes in quality of life, selfesteem, spirituality, self-image, sexuality, family and social life and leisure activities.
Spirituality can be defined as a belief system that includes intangible elements that convey vitality and meaning to life events. Such a belief can mobilize extremely positive energies and initiatives, with an unlimited potential to improve the person's quality of life. Religious people are physically healthier, have more healthful lifestyles and require less health care. There is an association between spirituality and health, which is probably valid and possibly causal. It is fully recognized that the health of individuals is determined by the interaction of physical, mental, social and spiritual factors. 12, 13 Hope is a state associated with a positive outlook for the future, a way to cope with the situation that one is experiencing, 14, 15 in which the individual has faith and the hope of his/her cure or improvement. Hope induces the individual to act and gives strength to solve problems and confrontations, such as loss, tragedy, loneliness and suffering. 16 Health locus of control is a set of beliefs that individuals lay at the source of control of usual behaviors or events that occur to themselves or to the environment in which they are inserted, indicating the existence of a control of internalexternal reinforcement, with regard to the degree to which the individual believes that the reinforcements are contingent on his/her conduct. 17, 18 The construct "health locus of control" is designed as a multidimensional variable. External beliefs can be divided into random expectations (the reinforcement would be determined by luck, by fate) and expectations that the reinforcements would be dependent on the action of powerful others (such as family, teachers or doctors). The subjects who believe that powerful others control their lives can act differently, in comparison with those who believe that the events of their lives emerge chaotically and unpredictably. 19, 20 The evaluation of the health locus of control and spirituality and hope of cure can become an essential instrument in guiding health actions for ostomized people, considering that this provides subsidies for a better understanding of the psychosocial and emotional factors involved with the difficulties of living with the stoma and in the achievement of self-care.
In a context of complexity and problems with which the ostomized individual must deal, the study of aspects of health control, by the individual, about his/her spirituality level and hope of cure will provide relevant information which may influence the self-care by the ostomized individual, helping in his/her acceptance of being an ostomized patient and in living with the stoma. Thus, this study aims to evaluate sociodemographic and clinical factors linked to patients with an intestinal stoma, correlating these factors to the health locus of health control, spirituality, and hope of a cure.
Methods
This is a descriptive, cross-sectional analytical study.
This study was conducted at the Polo of Ostomized People in the city of Pouso Alegre, Minas Gerais. 52 patients with intestinal stoma were included.
The inclusion criteria were age ≥18 years and being an intestinal stoma carrier, and exclusion criteria were patients with dementia syndromes and other conditions that could prevent them from understanding and answering to the questionnaires.
Data were collected after approval by the Ethics Committee on Research of the Faculdade de Ciências da Saúde "Dr. Jose Antonio Garcia Coutinho" and after the Free and Informed Consent Form was signed by the patient or his/her caregiver (opinion number: 620462). Data were collected by the researchers themselves. The inclusion of the patient in the study followed the order of arrival at the outpatient clinic. The sample was selected in a non-probabilistic, by convenience, way.
For data collection, three questionnaires were applied: first, a questionnaire on demographic and stoma-related data; then the Scale for Health Locus of Control; the third questionnaire was the Herth Hope Scale and, finally, the Self-rating Scale for Spirituality. Each interview lasted approximately 25 min.
The Scale for Health Locus of Control has been translated and validated for the Portuguese language. The instrument validation, after application in four samples, was verified as to the reliability (internal consistency) through Cronbach's alpha, and the values found for the subscales were: Internality for health, 0.62-0.71; Externality-chance for health, 0.51-0.78; and Externality-powerful others, 0.62-0.67. This scale consists of three subscales, each containing six items regarding the following dimensions: Internality for health (items 1, 6, 8, 12, 13 and 17) , wherein the scores reflect the degree to which the subject believes that he/she himself controls his/her state of health; externality-powerful others for health (items 3, 5, 7, 10, 14 and 18), wherein the scores reflect the degree to which the subject believes that other persons or entities (doctors, nurses, friends, family, God, etc.) can control his/her health; and Externality-chance for health (items 2, 4, 9, 11, 15 and 16), in which the scores indicate the degree to which a person believes that his/her health is controlled at random, without his/her interference or the interference from other people The scores for each dimension range from 1 to 5; for the alternatives "I totally agree," "I partially agree," "I am undecided," "I partially disagree," and "I strongly disagree," the following values are respectively added: 5, 4, 3, 2, and 1. The score obtained for the dimensions will be the sum of the items of the subscale at issue. The total value of items belonging to each of the three subscales represents the total scores with respect to the dimension of the health locus in question. The total amount obtained from each subscale may vary between 6 and 30 and indicates that the higher the value, the stronger the belief in this dimension. The scale is presented in its entirety, in which the items of the subscales are interleaved. 14, 21 The Escala da Esperança de Herth (EEH) , that is, the Portuguese version of the Herth Hope Scale, is a tool which consists of 12 items with a total score of 12-48 points, with responses produced in a Likert-like scale, with scores from 1 to 4 points for each one of these items. The higher the score, the greater the hope. The items 3 and 6 have an inverted score. 20, 22 The Self-rating Scale for Spirituality is a self-report instrument consisting of six items that assess aspects of the individual's spirituality. Respondents must mark one of five options ranging from 1 -"I strongly agree," 2 -"I agree," 3 -"I partially agree," 4 -"I disagree," and 5 -"I strongly disagree;" and the answers should be produced according to the individual's perception at the time of answering the questions. For its use, one must sum up the points, whose total range from 6 to 30. To do this, one must previously recodify each item of this instrument (for example, a score = 5 becomes 1, 2 becomes 4, and so on). The recoded responses are summed to produce the total score, and this, in turn, represents the level of spiritual guidance. To make a comparison of scores between groups, one should work with the averages obtained in each group, applying an appropriate statistical test to check for differences between them. The summing of items allows the reading of scores, that is, the higher the score, the higher the levels of spiritual guidance. The items in this scale refer to a divine intervention in the patient's daily life and the practice of religious rituals, like praying. This scale, which evaluates the levels of spirituality, was validated in Brazil. The scale reliability test involving the two scales had a Cronbach's alpha coefficient of 0.86, a value which was considered acceptable, which validates its use in the Brazilian context. 23, 24 In the assessment of the results, data were entered and analyzed using the statistical program SPSS v. 8.0. For data analysis, the following statistical tests were used: for the distribution of absolute (n) and relative (%) frequencies, Pearson's chi-squared test was used, which determined whether the distribution was different from 5%, that is, p < 0.05. The comparison between two groups was performed using the Mann-Whitney test; and when there were more than two groups, the Kruskal-Wallis test was used. For the correlation of continuous with semi-continuous variables, the Spearman's correlation test was used.
Results
Regarding socio-demographic data, for the 52 ostomy patients seen at the Polo of Ostomized Patients of the city of Pouso Alegre, we found that 33 (63.50%) were female, mean age 67 years; 35 (67.40%) were married; 34 (65.40%) were retired and 40 (76.90%) of the patients were participants attending to support groups or associations. As to data related to the stoma, 40 (76.90%) were a result of neoplasia, 44 (84.60%) of them were of the colostomy type, 40 (76.90%) were permanent stomas having a diameter between 20 and 40 mm, and 39 (75%) were two-piece devices. Thirty-one patients (51.70%) lived with the stoma for up to 4 years. Table 1 lists the means of the total score of the scales used in this study: for the Scale for Health Locus of Control, 19.53; for the Herth Hope Scale, 38.27; and for the Self-rating Scale for Spirituality, 23.67, with difference statistically significant. Regarding the dimensions of the Scale for Health Locus of Control, changes in mean total score were noted for the dimensions Externality-chance for health, 11.48; and Externalitypowerful others, 19.48. Differences statistically significant were noted between dimensions. These findings imply that the individuals who participated in the study do not believe that professionals or other people involved in the care can control their health; on the other hand, they believe that they themselves control their health. But they believe that the improvement of health or their cure can depend on divine intervention. Table 2 lists the mean of the total scores of the Herth Hope Scale, Self-rating Scale for Spirituality, and Scale for Health Locus of Control. With regard to socio-demographic data, the variables that showed changes were: patients aged up to 50 years, with the following means: Herth Hope Scale: 17:53, and Self-rating Scale for Spirituality: 19:33. Regarding marital status, single people had a mean of 21.00 for the Herth Hope Scale.
Retired ostomized patients presented the following means: Herth Hope Scale: 20.53; Self-rating Scale for Spirituality: 10:38, and Scale for Health Locus of Control: 18.79. These findings mean that ostomized patients who were single, retired, and aged up to 50 years do not believe in divine intervention to obtain improvement or cure. The statistical differences were mixed. However, retired ostomized patients also do not believe that the professionals involved in the care of their health can contribute to their improvement. These findings imply that individuals aged up to 50 years believe that their improvement or cure depends on other people (family members, caregivers, health professionals) and on themselves. But single, widowed, unemployed, or retired ostomized patients do not believe that their improvement or cure depends on external assistance, or that there may be interference from others (family members, caregivers, health professionals). Table 4 lists the means of the total score of the Herth Hope Scale, Self-rating Scale for Spirituality, and Scale for Health Locus of Control in relation to intestinal stoma data. Variables that showed changes were: patients for whom the cause of making the stoma was neoplasia, with a mean of 19.43 in the Self-rating Scale for Spirituality. Regarding the character of the stoma, the mean of the Herth Hope Scale was 18.40. For ostomized patients living with the stoma for less than 4 years, the mean of the Herth Hope Scale was 17.39; Self-rating Scale Differences statistically significant were observed in these variables. Ostomized patients whose cause of making the stoma was neoplasia (in the variable "character of the stoma"), those who lived with the injury for less than 4 years and that did not attend to an association or support group, do not believe that their improvement or cure depends on the help of others, or that there may be interference from others (family members, caregivers, health professionals), and also do not believe in the intervention of God and have no hope that they will improve or obtain a cure. Table 5 shows the mean of the dimensions of the Scale for Health Locus of Control relevant to the variables pertaining to the intestinal stoma, and one can see that only the dimension Externality-chance for health presented changes. The ostomized patients whose cause of the making of the ostomy was neoplasia had a mean of 9.78; people with an ileostomy had a mean of 11.38, and for those with a temporary stoma, the mean was 7.33. Patients living with the stoma from 4 to 7 years had a mean of 8.65. For those ostomized patients who did not attend to a support association or group, the mean was 19.37. There were statistical differences between the variables. These findings mean that ostomized subjects do not believe that their improvement or cure depends on external assistance, or that there may be interference from others (family members, caregivers, health professionals).
Discussion
Regarding the socio-demographic characterization, there was a predominance of female ostomized patients, with a mean age of 67 years, married, retired and who did not participate in support groups or associations, which is in line with other studies involving patients with an intestinal stoma. 1, [4] [5] [6] [9] [10] [11] With respect to data related to the stoma, in the majority of patients, the cause of making the stoma was neoplasia, their stoma was of colostomy type, with a permanent stoma measuring between 20 and 40 mm of diameter and using a two-piece device. Most individuals lived with the stoma for up to 4 years. These findings corroborate the results of several studies. 1, 4, 5, 11 In this study, the patients evaluated had mean scores of the Scale for Health Locus of Control. For the dimensions Externality-chance for health and Externality-powerful others, the scores were low. With respect to the mean of the Herth Hope Scale and Self-rating Scale for Spirituality, the scores were normal.
By comparing sociodemographic and stoma data with the use of the instruments Scale for Health Locus of Control, Herth Hope Scale, and Self-rating Scale for Spirituality, one can see that there were changes and statistical significance in the following variables: age group, female gender, singles subjects and retirees, and the cause of making the stoma was neoplasia, with the use of a permanent stoma, living with an ostomy for up to four years, and not participating in support association or group. These findings imply that the individuals who participated in this study do not believe that professionals or people involved in the care can control their health status, and also do not believe in divine intervention; on the other hand, they believe that they themselves control their health.
The health locus of control is a model that questions whether the belief of the individual, i.e., his/her motivation (internal and external) determines the action to be taken. Those who believe that the results, at least in part, are dependent on the actions taken, are considered internally oriented; those who follow an external orientation generally do not believe or do not strongly believe in the external relation of the outcome and of the individual action. 25 The beliefs influence people with a stoma in the perception and expression of hope in the their improvement or cure, courage to perform self-care, courage to react and to fight against prejudice and stigma that their will face in their day-to-day lives, and how to deal with such a situation in the conviviality with a stomized human being. [26] [27] [28] Spirituality and religion are related to each other, but although these concepts are often used interchangeably, they do not share the same characteristics. Spirituality is something broader and more personal, and is related to a set of inner values, inner wholeness, harmony, and connection with others; it stimulates an interest in others and in ourselves and looks for a unity with life, nature, and the universe. Spirituality is what gives meaning to life, regardless of one's religion, and thus, generates the capacity to endure debilitating feelings of guilt, anger, and anxiety; furthermore, spiritualist aspects can mobilize positive energies and improve the quality of life. 29, 30 When it comes to ostomized people, spirituality can be contemplated as one of the coping resources in performing self-care and rehabilitation.
In one study, its authors report that one of the ways of coping with the disease and with death is directly linked to the intensity of faith and religious beliefs -that is, ways of expressing spirituality. The authors concluded that one of the ways of coping with adverse and favorable situations is found in the feeling of faith in God. Faith in God is a deep-seated feeling in our culture and is as necessary as the other ways of coping 31 ; the discourse shows that the spiritual dimension occupies a prominent place in ostomized people's lives and also shows that it is essential to be aware of the spirituality of the users to plan a nursing care and the guidance of self-care.
In a study where the authors evaluated the role of nurses in the rehabilitation process of ostomized patients, it was concluded that the process of rehabilitation of these people, when designed in a holistic and systematic manner, through the application of the Nursing Process, becomes a tool that promotes the return to activities of daily living, including work, as it is at this point that the guidelines related to self-care with the stoma and peristomal skin will be implemented, showing to the user that he/she can live without severe tensions with his/her stoma. It is noteworthy that only after the adjustment of the stomized individual to his/her new condition of life is that he/she will acquire confidence and security to return to work and social activities. 32 In another study, its authors concluded that the nursing instructions to the individual who was ostomized should be systematized and holistic, permeating all biopsychosocial aspects involved in the recovery of this type of client. The teaching of self-care, understood as the first step in the rehabilitation process, should also govern the guidelines aimed at the recovery of self-esteem of the patients, reinforcing the importance of social inclusion in their lives. Thus, with the help of the nursing staff and family, ostomized people may seek a better quality of life, even in the presence of a stoma, when these individuals will realize that they can return to the multiple activities of daily living, pursuing their life plans. 33 Spirituality contributes to the well-being of ostomized people, favoring their resilience in the success of self-care and rehabilitation. Certain religious and spiritual behaviors and beliefs are directly related to overall happiness and physical health, considering that they discourage an engagement in unhealthy behaviors. Through this study, we conclude that ostomized patients believe that can control their health and that those people involved in their care and rehabilitation can contribute to their improvement. They consider that the cure or improvement is under the divine influence through religious practices or beliefs.
